paper described the subject from the viewpoint of the anaesthetist, and Mr. Barclay gave a survey of the operative procedures, past and present, carried out for intrathoracic disease, and their bearing on atelectasis.
Dr. Grigor : The problem of atelectasis is extremely complex. Its incidence would be proved much greater, than at present suspected, if routine post-operative chest radiography was instituted, and the ultimate effects on respiratory morbidity are not adequately known ; e.g., bronchiectasis may result from atelectasis.
Numerous theories and predisposing factors are known. The condition probably depends upon a combination of several factors such as oversedation, wound pain and muscle spasm, suppression of cough, and bronchial obstruction from accumulated secretion followed by absorption of air distal to the obstruction. Operative stimuli in the region of the vagus nerve can cause reflex bronchial constriction which interferes with normal rhythmic changes in the length and calibre of the bronchi. The stimuli may also produce excessive secretion of mucus from bronchial glands. This mucus is trapped by the bronchial spasm producing bronchial obstruction, absorption of alveolar air and resultant atelectasis.
Pulmonary stresses in atelectasis?the affected lung is diminished in volume, and the uncollapsed part must accommodate itself to a hemi-thorax almost the same size as before. The lung surface cannot retract from the chest wall owing to the molecular cohesion between visceral and parietal pleura, and the bony thorax permits only slight inward retraction and crowding of ribs, so that the lost space must be re-occupied by adjoining mobile structures. If this compensation is inadequate, the remaining lung tissue must inevitably overexpand leading to a state of elastic hypertension within the affected lung, and consequently a lowering of the iso-lateral intrapleural pressure. In a vertical direction, this compensation is minimised by elevation of the liomo-lateral diaphragm and emphysema of the unaffected part of the lung ; in the lateral direction, by shifting of mediastinal structures to the affected side and overstretching of the opposite lung. In the antero-posterior plane, however, little compensation can be achieved, and thus, vertically disposed bronchi are submitted to considerable dilating force, producing bronchiectasis of these bronchi.
The diagnosis?physical signs are often misleading, and usually the only sure way is by radiogrphy.
Dr. Grigor concluded his paper by showing slides illustrating typical radiographic appearances in atelectasis, such as retraction of the heart towards the affected side, and pleural effusion simulating atelectasis, and emphasized the importance of re-aeration of the atelectasis at the earliest possible date. 
